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Background: Traditional healthcare education typically focuses on short block
clinical placements based on acute care, investigations and technical aspects of
diagnosis and treatment. It may therefore fail to build the understanding, compas-
sion and person‐centred empathy needed to help those with long‐term conditions,
like dementia. Time for Dementia was developed to address this.
Method: Parallel group comparison of two cohorts of UK medical students from
universities, one participating in Time for Dementia (intervention group) and one
not (control group). In Time for Dementia students visit a person with dementia and
their family in pairs for 2 hours three times a year for 2 years, the control group
received their normal curriculum.
Results: In an adjusted multilevel model (intervention group n = 274, control
n = 112), there was strong evidence supporting improvements for Time for
Dementia participants in: total Approaches to Dementia Questionnaire score (co-
efficient: 2.19, p = 0.003) and its person‐centredness subscale (1.32, p = 0.006) and
weaker evidence in its hopefulness subscale (0.78, p = 0.070). There was also strong
evidence of improvement in the Dementia Knowledge Questionnaire (1.63,
p < 0.001) and Dementia Attitudes Scale (total score: 6.55, p < 0.001; social comfort
subscale: 4.15, p < 0.001; dementia knowledge subscale: 3.38, p = 0.001) scores. No
differences were observed on the Alzheimer's Disease Knowledge Scale, the Med-
ical Condition Regard Scale or the Jefferson Scale of Empathy.
Discussion: Time for Dementia may help improve the attitudes of medical students
towards dementia promoting a person‐centred approach and increasing social
comfort. Such patient‐focused programmes may be a useful complement to tradi-
tional medical education.
This is an open access article under the terms of the Creative Commons Attribution‐NonCommercial‐NoDerivs License, which permits use and distribution in any
medium, provided the original work is properly cited, the use is non‐commercial and no modifications or adaptations are made.
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Key points
� Traditional healthcare education with its acute care focus may fail to build the under-
standing, compassion and person‐centred empathy needed to help those with long‐term
conditions, such as dementia.
� We conducted a scoping review of enhanced placements in dementia for healthcare stu-
dents searching PubMed, SCOPUS and PsycINFO and grey literature. We found a small
number of programmes, with positive, but not definitive, data on their value. They were
often elective parts of curricula, so relatively few students participated. Data on compar-
ative effectiveness were sparse.
� This evaluation provides proof of concept evidence that the Time for Dementia programme
where students visit a person with dementia and their family in pairs for 2 hours every term
for 2 years, can be made a core part of the curriculum at medical schools; the people with
dementia and their carers visited are the teachers/mentors in this relationship.
� These data provide positive evidence of the value of introducing a longitudinal experience
of dementia as a part of the core curriculum for medical students. Students improved in
terms of their attitudes towards dementia, becoming more person‐centred and having
greater social comfort with, and hopefulness for, those with dementia.
� Research is needed in larger representative groups and comparative studies with other
educational approaches. Its effectiveness in other healthcare student groups warrants
study. This longitudinal approach might be of value in building positive attitudes and un-
derstanding for other marginalised patient groups.
1 | INTRODUCTION
Traditional healthcare education, particularly for medical students,
is typically based around short (6–8 week) block clinical place-
ments often in acute settings and less frequently in primary or
community care. Patients are seen opportunistically as they pre-
sent under the supervision of a qualified professional. The hope is
that this allows for patients to be seen at all stages of their illness
and recovery, giving the students a balanced view of disorder and
recovery. This may work for acute illness and trauma, but the
dominance of this approach has been questioned for long‐term
conditions such as dementia.1,2 While necessary, it may not be
sufficient, and the predominance of focus on acute care and
instrumental expertise may be a factor in the finding that medical
students' empathy does not increase through their training,3,4 and
that there are barriers to the development of compassion.5 Cur-
riculum innovation such as the development of Longitudinal Inte-
grated Clerkships (LICs) which promote continuity of relationships
with clinical teachers and patients has been suggested as a way to
rebalance medical education towards empathy, person‐centredness
and to promote generalism by relational learning.6,7 They have also
been promoted as a way to encourage students to take up a
career in remote and rural areas where posts may be hard to
fill,8,9 and in primary care.7,10–12 LICs have therefore been identi-
fied as a potential way to change current undergraduate education
whose belief systems and attitudes over‐value acute care and
technical aspects of diagnosis and treatment, and under‐value
community‐based and long‐term care.13,14
Dementia is a long‐term condition that exemplifies the chal-
lenges posed to health and social care by an ageing population with
its consequent increase in the chronic and degenerative illness that
are associated with ageing. Over 46 million people have dementia
worldwide including over 850,000 in the United Kingdom,15,16 and
these numbers are set to double in the next 20 years17 National
and International policy has identified improving the treatment, care
and support of those with dementia as a high priority, requiring work
to address deficiencies in the knowledge, attitudes and skills of the
health and care workforce at undergraduate and postgraduate
level.18,19 Examining the curricula of UK medical schools, Tullo and
Gordon20 found ‘widespread deficiencies in education relating to
attitudes and behaviours, and a failure to ensure students had
adequate exposure to patients with dementia and their carers’ and
that this risked portrayal in training of a ‘narrow, and potentially
misleading, view of dementia.’
In response to these challenges in 2015 the UK government
mandated that Health Education England should ensure that all un-
dergraduate and preregistration courses for health and social care
workers include training in dementia.21 In this context we developed
the Time for Dementia programme, a patient and carer‐focussed
programme drawing on LIC models, as a complement to more
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traditional healthcare education.22 In the Time for Dementia pro-
gramme students are introduced to a family with dementia in their
second year of training. Pairs of students then visit that family for at
least 2 hours every 3–4 months for 2 years, learning from them,
discussing the experiences of the family and developing a relationship
with them. Detail of the content of the Time for Dementia pro-
gramme is presented in our protocol paper22 and in Section 2.3
below. The purpose of Time for Dementia is that, through this
interaction, the students build an understanding of dementia, ageing,
the role of family carers in long term care and the response of health
and social care systems to their problems. The families are recruited
and supported in a network run by the Alzheimer's Society. In Time
for Dementia people with dementia and their carers are the students'
teachers and mentors, delivering the potential for longitudinal pa-
tient contact to develop skills and positive understanding and atti-
tudes.2 We built on foundational work carried out in the United
States which has shown, in small selected groups of students, that
this approach might work for dementia.23,24 We took this approach,
modified it and extended it by making it a compulsory part of the
curriculum for all students, not just those already interested in de-
mentia.22 In a qualitative evaluation of the impact of the programme
we identified that building this relationship between the students and
family was most impactful in supporting student learning, and that
there were consequent improvements in knowledge, attitudes and
practice.25 Data on the comparative effectiveness of such in-
terventions is sparse,22 so here we report quantitative analyses of
the first cohorts of medical students who received the Time for
Dementia programme compared with medical students at another
university who did not.
2 | METHODS
2.1 | Study design
The aims of the Time for Dementia evaluation were as stated in our
protocol paper 22: (i) to evaluate the feasibility of delivering the Time
for Dementia programme; (ii) to evaluate Time for Dementia in terms
of process and its impact on student attitudes, understanding and
knowledge towards dementia; and (iii) to evaluate the satisfaction
and views of the people with dementia and their carers enrolled in
Time for Dementia and to assess its impact on patient quality of life
and carer burden. The first two aims are addressed for medical stu-
dents in this paper. We completed a parallel group comparison, over
2 years, of medical students at the same stage of training from each
of two medical schools, one participating in the Time for Dementia
programme (Brighton and Sussex Medical School [BSMS], the inter-
vention group) and one which did not (Norwich Medical School
[NMS], the control group). We measured dementia knowledge, atti-
tudes and empathy at baseline (before they started the programme)
and repeated these measures 1 year after (while the programme was
active for the intervention group), and 2 years after (when the pro-
gramme was completed).
2.2 | Participants and consent
The intervention group consisted of all medical students at BSMS
who entered their second year of medical training in 2014 and 2015.
The control group included all medical students at NMS who entered
their second year of medical training in 2015. Participation in Time
for Dementia was a compulsory part of curriculum at BSMS but
participation in the evaluation was not. All students were offered the
opportunity to participate in the evaluation at a plenary session at
the beginning of the academic year at each medical school. They were
given an information sheet and those who gave written consent were
recruited into the evaluation. The study was approved by the NHS
Health Research Authority London Queen Square Research Ethics
Committee (15/LO/0046).
2.3 | Time for Dementia programme intervention
The 2‐year programme starts in the second year of study for
medical students with an initiation meeting where the programme is
introduced. This includes information about the aims of the pro-
gramme, student expectations, safeguarding and the role of
healthcare professionals with vulnerable adults and communicating
with a person with dementia. After this pairs of students visit a
person with dementia and their family in pairs for 2 hours every 3–
4 months. It is a core and therefore compulsory element of the
curriculum. During the visits, students follow a visit guideline that
includes: (i) conversation where they discuss the person with de-
mentia's life and the impact of dementia including their experiences
of health and social services; (ii) life story work reviewing and
discussing the individual's life involving reminiscence and storytell-
ing as an enjoyable and empowering activity; and (iii) completion of
‘This is Me’ a simple practical tool created by the Royal College of
Nursing and the Alzheimer's Society for individuals with dementia
to inform health and social care professionals about their needs,
interests, preferences, likes and dislikes. Time for Dementia is not
designed as a therapeutic intervention and students do not give
health information. Students are required to complete a reflective
practice assignment about their visits for assessment. A final con-
ference brings together all students along with people with de-
mentia and carers from the programme.
2.4 | Study assessments
All students completed the same battery of instruments at baseline
and 12 and 24 months later, in all higher scores indicate a higher, or
more positive, level of the attribute.
� Approaches to Dementia Questionnaire (ADQ),26 19 items
assessing attitudes towards dementia, each scored 1–5 (total: 19–
95) with two subscales ‘hopefulness’ and ‘person‐centeredness’,
the total score was our primary outcome;
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� Alzheimer's Disease Knowledge Scale (ADKS),27 30 true/false
items (total: 0–30) assessing students' knowledge of Alzheimer's
disease;
� Dementia Knowledge Questionnaire (DKQ),28 20 true/false items
(total: 0–20) assessing dementia knowledge;
� Dementia Attitude Scale (DAS),29 20 items assessing attitudes
toward dementia scored on a 7‐point Likert‐type scale (total: 20–
140) with two subscales ‘dementia knowledge’ and ‘social
comfort’;
� Medical Condition Regard Scale (MCRS),30 11 items scored on a 6‐
point Likert‐type scale (total: 11–66) assessing the extent students
find patients with a given condition to be enjoyable, treatable and
worthy of medical resources; and
� Jefferson Scale of Empathy (JSE): Medical Student Version,31 20
items scored on a 7‐point Likert‐type scale (total: 20–140)
measuring student empathy.
Selected students in the intervention group were also invited to
participate in qualitative individual interviews and focus groups
which have been reported elsewhere.25
2.5 | Statistical analyses
Outcomes were modelled using three‐level multilevel linear regres-
sion models as outcomes were measured at two further time points
after baseline for each student and students performed visits in pairs.
Independent variables included in the models were: the outcome at
baseline (continuous), time point (12/24 months vs. baseline), student
age (continuous), student gender (female/male), student previous
experience of dementia (yes/no) and intervention group (interven-
tion/control). These models control for baseline scores, time point,
age, gender and previous experience of dementia. Analyses were
performed in Stata 15.1 (Stata Statistical Software: Release 15, Sta-
taCorp LLC).
2.6 | Patient and public involvement
People with dementia and their carers were involved throughout the
research process though a dementia advisory group, including
designing the study, interpreting findings and helping to disseminate
the intervention and findings. Family members, people with dementia
and the Alzheimer's Society also actively participated in the Time for
Dementia programme management board.
3 | RESULTS
3.1 | Student recruitment and demographics
In the intervention group, 280 students were approached and 274
(98%) consented to participate in the evaluation. In the control group
179 students were approached and 112 (63%) consented. At baseline
data were obtained from 260 (95%) of the consenting intervention
group and 66 (59%) of the consenting control group. At 12 months,
234 in the intervention group (85%) and 89 (79%) in the control
group were followed‐up, and at 2‐year follow‐up the numbers were
142 (52%) and 70 (63%), respectively. Details of the demographic
characteristics and past experience of dementia are presented in
Table 1.
3.2 | Measures of outcome
The scores on the study outcome measures are presented in Tables 2
(baseline), 3 (12‐months follow‐up) and 4 (24‐months follow‐up).
Table 5 presents the results of the adjusted multilevel models
comparing medical student 2‐year outcomes in Time for Dementia
recipients compared with controls. There was strong evidence sup-
porting improvements for those receiving the Time for Dementia in
attitudes to dementia including in our primary outcome the ADQ
total score (coefficient: 2.19, 95% confidence interval [95% CI]: 0.75–
3.64, p = 0.003) and its person‐centredness subscale (1.32, 0.39–
2.25, p = 0.006) and weak evidence for improvement in its hopeful-
ness subscale (0.78, −0.06 to 1.62, p = 0.070). Similarly, there were
more positive scores on the DAS total score (6.55, 95% CI: 3.91–9.19,
p < 0.001) and its social comfort (4.15, 95% CI: 2.26–6.06, p < 0.001)
and dementia knowledge subscales (2.27, 95% CI: 0.95–3.59,
p = 0.001) for those participating in the Time for Dementia pro-
gramme. Evidence of impact on knowledge was less clear with posi-
tive changes in the DKQ (1.63, 95% CI: 1.04–2.23, p < 0.001) but not
in the ADKS (0.19, 95% CI: ‐0.42 to 0.81, p = 0.539). There were no
changes between the intervention and control groups in the MCRS,
an attitudinal measure (0.39, 95% CI: ‐1.05 to 1.83, p = 0.593) or
empathy as measured by the JSE (1.33, 95% CI: ‐1.08 to 3.74,
p = 0.278). To illustrate the magnitude of the differences Figure 1
presents the adjusted regression coefficients for the Time for De-
mentia group versus the control group as a percentage of each scale.
4 | DISCUSSION
This is the first quantitative evaluation to provide positive evidence
of the value of introducing a 2‐year patient and carer‐led longitudinal
experience of dementia to a whole year group of medical students.
We found that the medical students receiving Time for Dementia
improved in terms of their attitudes towards dementia, becoming
more person‐centred and having greater social comfort with and
hopefulness for those with dementia. We are not aware of any other
undergraduate educational intervention that has achieved this. We
did not find an increase in empathy or regard, but these concepts are
difficult to measure quantitatively. Taken with the positive findings
from our qualitative evaluation of students participating in the pro-
gramme,25 these findings suggest that there may well be beneficial
outcomes of the programme for students and provide a proof of
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concept for this approach. Time for Dementia addresses the three
main recommendations made by Tullo and Gordon20 to improve the
quality of dementia education in medical schools: (i) establishing
dementia as a core element of the curriculum; (ii) using dementia
training to encourage professional development by exploring
attitudes and behaviours; and (iii) involving people with dementia and
carers in teaching.
There are important limitations to the design of this study. First,
it is a simple parallel group comparison of two medical schools, not a
randomised controlled trial; while the schools were similar in size,
T A B L E 1 Demographic characteristics and experience with dementia of student group
Control group (n = 112) Intervention group (n = 274) Total (n = 386)
Median IQR Median IQR Median IQR
Age (years) 20.0 19.0–21.0 20.0 19.0–23.0 20.0 19.0–22.0
n % n % N %
Gender
Male 39 37.1 108 39.4 147 38.8
Female 66 62.9 166 60.6 232 61.2
Student ethnicity
White British/European 51 52.6 186 69.4 237 64.9
Mixed/multiple ethnic groups 5 5.2 16 6.0 21 5.8
Asian/Asian British 24 24.7 39 14.6 63 17.3
Black/African/Caribbean/black British 12 12.4 12 4.5 24 6.6
Other 5 5.2 15 5.6 20 5.5
Experience of knowing someone with dementia
Yes 40 41.2 128 47.9 168 46.2
No 57 58.8 139 52.1 196 53.8
Student experience with dementia
Family member or friend 18 45.0 68 53.1 86 51.2
Paid or unpaid work 9 22.5 37 28.9 46 27.4
Both 13 32.5 23 18.0 36 21.4
Abbreviation: IQR, interquartile range.
T A B L E 2 Scores on outcome
measures at baseline
Control Intervention Total
Mean SD n Mean SD N Mean SD n
ADQ total (19–95) 77.8 5.6 66 76.8 5.6 260 77.0 5.6 326
ADQ—hopeful (8–40) 28.2 3.3 66 27.4 3.6 260 27.6 3.5 326
ADQ—person‐centredness (11–55) 49.9 3.6 66 49.4 3.6 260 49.4 3.6 326
ADKS (0–30) 23.6 2.5 66 23.4 2.9 261 23.5 2.9 327
DKQ (0–20) 15.0 3.2 66 15.6 2.5 225 15.4 2.7 291
DAS total (20–140) 108.7 12.0 66 109.3 12.2 262 109.1 12.1 328
DAS—comfort (10–70) 46.8 9.1 66 48.4 9.1 262 48.1 9.1 328
DAS—knowledge (10–70) 61.9 5.2 66 60.9 5.5 262 61.1 5.5 328
MCRS (11–66) 52.0 6.2 65 52.8 6.4 263 52.6 6.4 328
JSE (20–140) 118.3 9.0 64 117.5 10.0 260 117.7 9.8 324
Abbreviations: ADKS, Alzheimer's Disease Knowledge Scale; ADQ, Approaches to Dementia
Questionnaire; DAS, Dementia Attitude Scale; DKQ, Dementia Knowledge Questionnaire;
JSE, Jefferson Scale of Empathy; MCRS, Medical Condition Regard Scale; SD, standard deviation.
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ethos and age, the design does not allow for direct inference that the
changes seen over the 2 years of study are attributable to the Time
for Dementia Programme. There may have been other elements of
the curriculum or external environment that were responsible for the
differences. It is however positive that the comparison was carried
out at the same time and that the statistical modelling used
controlled for potential confounders such as past experience of de-
mentia. Second, the participation rate in the control group was low,
only 112/179 (63%) consented to participate in the evaluation. This
may have led to a higher level of response bias and a lower level of
generalisability than in the intervention group where 274/280 (98%)
consented. A further source of response bias may have come from
the attrition in responses over the study time points. However, the
prospective nature of the study, the possibility that differential
response in the control group will have included people more inter-
ested in dementia where positive outcomes might have been pre-
dicted, and the statistical methods that allow all data points to be
included in the analyses, give some support to the longitudinal find-
ings. Third, it is a limitation that there is only one medical school in
the intervention and one in the control group. Different medical
schools have different curricula and students, and better or worse
performance might have been observed in other schools. This also
limits the generalisability of the data generated in this study. None-
theless, it is positive that we were able to implement the curriculum
change in the intervention school over two whole year groups and to
follow each group up over 2 years. Finally, there are limitations to
quantitative evaluation of complex interventions and outcomes such
as those considered here. We have collected qualitative data from
T A B L E 3 Scores on outcome
measures at 1‐year follow‐upControl Intervention Total
Mean SD n Mean SD N Mean SD n
ADQ total 77.2 6.3 89 79.5 5.7 234 78.8 6.0 323
ADQ—hopefulness 28.2 3.5 89 29.0 3.5 234 28.8 3.5 323
ADQ—person‐ centredness 49.0 4.1 89 50.4 3.6 234 50.0 3.8 323
ADKS 23.7 3.1 89 24.7 2.6 232 24.4 2.8 321
DKQ 14.5 3.5 89 16.8 2.0 231 16.2 2.7 320
DAS total 106.6 13.1 89 113.9 11.4 234 111.9 12.3 323
DAS—comfort 46.6 8.8 89 51.3 8.4 234 50.0 8.7 323
DAS—knowledge 60.1 6.5 89 62.6 5.2 234 61.9 5.7 323
MCRS 51.6 6.7 89 53.6 6.3 232 53.0 6.5 321
JSE 116.4 11.4 87 117.7 10.4 232 117.3 10.7 319
Abbreviations: ADKS, Alzheimer's Disease Knowledge Scale; ADQ, Approaches to Dementia
Questionnaire; DAS, Dementia Attitude Scale; DKQ, Dementia Knowledge Questionnaire;
JSE, Jefferson Scale of Empathy; MCRS, Medical Condition Regard Scale; SD, standard deviation.
T A B L E 4 Scores on outcome
measures at 2‐year follow‐upControl Intervention Total
Mean SD n Mean SD N Mean SD n
ADQ 79.1 7.4 70 80.8 7.0 142 80.2 7.2 212
ADQ—hopefulness 29.7 3.6 70 29.8 4.1 142 29.8 3.9 212
ADQ—person‐ centredness 49.4 4.9 70 50.9 4.3 142 50.4 4.6 212
ADKS 24.5 2.9 71 25.2 2.8 144 24.9 2.8 215
DKQ 14.9 3.3 70 17.0 2.2 143 16.3 2.8 213
DAS total 110.0 13.7 69 118.8 12.0 142 115.9 13.2 211
DAS—comfort 48.7 8.8 69 55.4 8.2 142 53.2 9.0 211
DAS—knowledge 61.3 7.8 69 63.3 5.8 142 62.7 6.6 211
MCRS 52.9 6.9 70 54.8 7.1 142 54.2 7.1 212
JSE 116.3 13.8 68 119.4 11.0 141 118.4 12.0 209
Abbreviations: ADKS, Alzheimer's Disease Knowledge Scale; ADQ, Approaches to Dementia
Questionnaire; DAS, Dementia Attitude Scale; DKQ, Dementia Knowledge Questionnaire;
JSE, Jefferson Scale of Empathy, MCRS, Medical Condition Regard Scale; SD, standard deviation.
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the intervention group and the data reported support the findings in
this study.25
While informed by the ethos of LICs, Time for Dementia is
patient‐focussed rather than service‐focussed. Students are ‘placed’
with families rather than with a particular clinical team, they learn
from those families not from clinicians, and students do not engage
in the care of those patients. As such it does not meet the defi-
nition of a LIC coined by the Consortium of LICs which requires
that ‘(i) medical students participate in the comprehensive care of
patients over time, (ii) medical students have continuing learning
relationships with these patients' clinicians and (iii) through these
experiences, medical students meet the majority of the academic
year's core clinical competencies across multiple disciplines simul-
taneously’.32 Instead Time for Dementia is a pragmatic and patient‐
focussed response to attempt to derive much of the value of a LIC
(building positive attitudes and person‐centredness) without the
need for wholescale curricular revision and time needed to deliver
LICs to a whole year. The practicality of LICs as a solution to
deliver person‐centredness to the medical workforce in training as
a whole has been questioned.33 It is striking that because of their
cost and complexity, few LICs have been offered as a compulsory
element of the curriculum, with important exceptions, such as that
at the Northern Ontario School of Medicine34 where the focus is
serving a particular remote rural community. LICs typically include
only a small number of interested students in any year, with an
average of 20 (range: 2–85).32 Time for Dementia is designed to be
delivered to all students, and is perhaps a rediscovery of longitu-
dinal patient/student contact experiences which were more
T A B L E 5 Adjusted multilevel models
comparing medical student 2‐year
outcomes in Time for Dementia
recipients compared with controls
Variable Coefficient 95% Confidence interval p‐Value
ADQ total 2.19 0.75–3.64 0.003
ADQ—hopefulness 0.78 −0.06 to 1.62 0.070
ADQ—person‐centredness 1.32 0.39–2.25 0.006
ADKS 0.19 −0.42 to 0.81 0.539
DKQ 1.63 1.04–2.23 <0.001
DAS total 6.55 3.91–9.19 <0.001
DAS—social comfort 4.16 2.26–6.06 <0.001
DAS—dementia knowledge 2.27 0.95–3.59 0.001
MCRS 0.39 −1.05 to 1.83 0.593
JSE 1.33 −1.08 to 3.74 0.278
Abbreviations: ADKS, Alzheimer's Disease Knowledge Scale; ADQ, Approaches to Dementia
Questionnaire; DAS, Dementia Attitude Scale; DKQ, Dementia Knowledge Questionnaire;
JSE, Jefferson Scale of Empathy; MCRS, Medical Condition Regard Scale.
F I G U R E 1 Adjusted regression coefficients for the Time for Dementia group versus the control group as a percentage of each scale
(positive values favour Time for Dementia)
BANERJEE ET AL. - 7
common in past decades.35,36 The data from this study suggest that
Time for Dementia, a relatively simple and inexpensive (financially
and in tuition time) addition to medical education, could help create
a workforce that is better equipped to meet the needs of the
populations we serve.
These data from Time for Dementia add to an emerging evidence
base that shows the potential for improving the knowledge, confi-
dence and attitudes of healthcare students towards those affected by
dementia, such novel experiential programmes can help build ‘a cul-
ture of positive attitudes among future healthcare professionals’.37
Providing person‐centred care is a national priority, and a funda-
mental standard of care.38 It supports a holistic approach to care
where the psychological needs of the individual are central and the
focus is on the individuality of the person, not on their impairments.39
This allows care staff to move away from focussing on tasks, to the
wishes and experiences of the person with dementia, providing op-
portunities for staff to understand and meet the psychological needs
of the person with dementia to enhance their well‐being. In this study
we found an improvement in person‐centredness in the Time for
Dementia group compared with controls. This has similarities to
those completing the elective Harvard Medical School Cambridge
Integrated Clerkship which reported that immediately after the LIC
students held more person‐centred attitudes, and that these were
sustained over time.40 Further research is needed to follow up the
Time for Dementia and control groups to see if these changes persist
into practice and if it affects career preferences.
The data presented from this study are unique and encouraging
but not definitive. Further research is needed in larger representative
groups and comparative studies with medical schools running formal
LICs would be of interest. The purpose of the programme was not just
to improve attitudes and person‐centredness for dementia, but also to
help students more generally to understand the role of families, long‐
term conditions, frailty and what is like to be old and ill in society. The
data presented here along with our qualitative data suggest that Time
for Dementia succeeds in this.25 Such approaches which facilitate the
healthcare staff of the future to be informed and positive about
working with people with dementia are a vital component in gener-
ating dementia‐friendly communities and societies.41 We have now
introduced Time for Dementia to other undergraduate healthcare
professional courses in the southeast of England including adult
nursing, mental health nursing, paramedic and occupational therapy
students. We will evaluate its acceptability and value in these groups.
Programmes such as Time for Dementia present no barriers (other
than practicalities) to the possibility of inter‐professional delivery and
therefore true interprofessional learning as preparation for the
teamwork that 21st century medicine requires. We are working to
pilot and evaluate such approaches in the southwest of England.
Finally, even without definitive evidence this proof of concept raises
the possibility that this longitudinal approach might be of value in
building positive attitudes and understanding for other marginalised
patient groups. It is possible to imagine a number of different patient
groups being followed through undergraduate training allowing stu-
dents to carry into practice a set of more balanced and inclusive
attitudes, understandings and behaviour towards people with long
term and complex conditions such as dementia. In this way we can
create healthcare systems that are truly inclusive of and effective for
the people that most need them and who are most often failed now.
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